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Introduction 
Empyema due to non-typhoid Salmonella infection is 
extremely rare. We describe a case due to Salmonella 
enteritidis phage Type 4 in a patient who was not immuno- 
suppressed and did not have pre-existing lung disease. 
Case Report 
A ‘ICyear-old male ex-smoker was admitted to the Urology 
Ward with acute retention of urine. He had been started on 
ciprofloxacin by his general practitioner on that day. There 
had been no significant gastrointestinal disturbance. An 
ultrasound examination to examine the kidneys incidentally 
revealed a low density lesion in the spleen. The appearances 
suggested a lymphoma or a metastatic lesion rather than 
an abcess. An lb-gauge needle biopsy of the lesion was 
performed under computed tomography (CT) guidance 
between the 10th and 1 lth ribs posterio-laterally. Histology 
showed normal splenic tissue with no inflammatory change. 
A diagnosis of benign prostatic hypertrophy was made. 
Indoramin was commenced orally. The patient was able to 
micturate and was discharged home for a transurethral 
prostatectomy at a later date. 
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Four weeks later he was referred to the respiratory ward 
by his GP because of fever and left-sided pleuritic pains. He 
had no shortness of breath, cough, sputum, haemoptysis or 
wheeze. There was no history of travel abroad, diarrhoea, 
vomiting or alcohol abuse. He had no pets and no contact 
with tuberculosis. 
On examination he was unwell with a fever of 38°C and 
was in atria1 fibrillation at 120 beats per minute. There was 
dullness to percussion with decreased air entry over the left 
hemithorax, suggesting a left-sided pleural effusion. A chest 
radiograph confirmed this diagnosis. His initial white cell 
count was 16 000 cells mm- 3. The cells were predomi- 
nantly neutrophils with a left-sided shift. Pleural aspiration 
produced cloudy fluid which grew Salmonella enteritidis 
phage Type 4. A CT scan showed a pleural effusion. The 
lesion in the spleen was seen and now had the density of an 
abcess or haematoma. There was a small amount of fluid 
lateral to the spleen. Intravenous ciprofloxacin was com- 
menced and an intercostal drain inserted. Some 1400 ml of 
pus were obtained on the first day. The patient’s antibiotics 
were later changed to intravenous cefotaxime and gen- 
tamicin because of reduced sensitivity to the quinolone. 
Repeated blood and stool cultures were negative. Four 
units of albumin were infused intravenously to correct 
hypoalbuminaemia. Fever and white cell count settled. The 
chest drain was gradually shortened. When there was no 
further drainage the intercostal tube was removed. A repeat 
ultrasound scan now showed a normal appearance of the 
spleen. Chest X-ray after 6 months revealed only minimal 
residual pleural thickening. 
Discussion 
Non-typhoid Salmonella infection is usually community- 
acquired and can be present in four clinical patterns (l), 
gastroenteritis; (2), a typhoid-like illness; (3), focal compli- 
cations and (4) as an asymptomatic carrier state. The sites 
of focal infection include cholecystitis, mycotic aneurysms, 
splenic abscess, septic arthritis, osteomyelitis, and rarely 
meninges, endocardium, lung and pleura. Few instances of 
pleuro-pulmonary infections have been recorded in the 
literature. In a series from Spain (l), pneumonia was the 
commonest intrathoracic clinical entity but lung abscess 
and empyema were rare. Neva (2) in his series on pleuro- 
pulmonary involvement in typhoid and paratyphoid fevers 
reported abnormal chest physical signs in 64% and frank 
pneumonia in 11% but pleurisy and empyema were still a 
rarity in his series. Non-typhoid Salmonella are known to 
colonise previously damaged tissue (3). 
Most patients with focal complications have major 
underlying conditions such a malignancy, chronic renal fail- 
ure, diabetes mellitus, alcoholism, systemic lupus erythema- 
tosus or chronic lung disease or are on long-term steroid 
therapy. Concomitant lung conditions include ma&ignancy, 
tuberculosis, radiation pneumonitis, lupus pleuritis and 
pulmonary oedema. Our patient was peculiar in that he had 
no major underlying systemic or lung disease. 
Symptomatic gastroenteritis is present in a few cases. 
Bacteraemic spread or extension from an adjacent site are 
the usual pathogenic possibilities with regard to Salmonella 
empyema. Infection to the pleural space can be spread from 
the ribs, lung, liver, spleen, pancreas, parasternal node and 
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sub-diaphragmatic abscesses (4). In our case, a splenic 
lesion was needled and the patient presented later with an 
empyema, suggesting transdiaphragmatic spread from a 
Salmonella splenic abscess. A splenic lesion spreading to the 
left pleura has been reported once with Salmonella newport 
strain (5). Spread from a pancreatic source has been 
reported with Salmonella dublin (6). Salmonella enteritidis 
phage Type 4 has been a common pathogen over the last 
few years. This is the first report of empyema following a 
splenic biopsy. It is likely that there was infection within 
the spleen initially. The normal histology was probably a 
sampling error despite CT guidance. 
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Pulmonary infarction revealing pulmonary 
Takayasu’s arteritis 
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Introduction 
Takayasu’s arteritis is a chronic and non-specific inflamma- 
tory disease of the large vessels, such as the aorta and its 
major branches. Usually, this arteritis occurs in young 
females, with an average age of onset of 30 years (1). 
Clinical features reflect organ ischaemia resulting from 
arterial stenosis. Pulmonary artery involvement is 
frequently (50%) found by pulmonary angiography (2). 
However, the occurrence of respiratory symptoms is rare 
and mainly associated with pulmonary artery hypertension. 
We report a case of Takayasu’s arteritis presenting 
as acute pulmonary embolism. A few months previously 
systemic arterial involvement had been recognized, but the 
patient remained free of pulmonary symptoms. 
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A 29-year-old Algerian woman was admitted to hospital 
with sudden onset of chest pain and shortness of breath, 
